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PAY INCREASE FOR PUBLIC HEALTH 
MEDICAL OFFICERS 
WHITLEY COMMITTEE AGREEMENT 


New salary scales for public health medical officers have 
been announced by Committee C of the Medical Whitley 
Council. The new scales, which are retrospective to 
October 1, 1960, are set out below: 


Medical Officers of Health 


Percentage 
Range of Scale 
Po Commencing Increments 
Salaries Over Over 
Present 1951 
Over 600,000 _.. | At discretio At discretion} 
400,001-600,000 £3,450, £4,055 1 x £155 
2 x £150 12°5 50-3 
250,001-400,000 .. | £3,295/£3,760 1 x £130 
2 X 12:5 50-2-50:5 
150,001-250,000 .. | £2,930/£3,375 1 x £140 
P 2 x £120 12-5-12-6 | 50-2-50-5 
100,001-150,000 .. | £2,625/£3,075 2 x £85 
3 x £70 12:5 50-2 
75,001-100,000 .. | £2,390/£2,775 4 x £75 
1 x £80 12-6 50-2-53-9 
Up to 75,000 £2,170/£2,470 3 x £80 
1 x £65 12:5 50 
Others 
Percen: 
Increase at 
Maximum of 
Grade Scale Scale 
Over | Over 
Present} 1951 
Senior Medical Officer £1,870 x £70-£2,080 x £75- 
£2,155 x £80-£2,475 12:5 50 
Assistant Medical Officer| £1,295 x £65-£1,620 x £75- 
£1,845 12-5 60:4 


The new scale for divisional medical officers is the 
new scale for senior medical officers plus the following 
additions according to the population of the division: 
up to 150,000, £80; 150,001-250,000, £225; over 
250,000, at discretion. 

The existing arrangements for calculating the 
remuneration of the holders of combined appointments, 
mixed appointments, and combined-within-mixed 
appointments continue in force, but the supplement of 
£100 which enters into all these calculations is raised to 
£115. This supplement has hitherto remained unaltered 
since the awards (2285 and 2321) of the Industrial Court 
in 1950 and 1951. 


Deputy Medical Officers 


Committee C has expressed the view that a deputy 
M.O.H. should in all cases be paid in accordance with 


a higher salary scale than an assistant medical officer, 
and accordingly the Committee has recommended that. 
irrespective of what other staff is actually employed, a 
deputy should receive a salary in accordance with a 
scale equal to two-thirds of the salary scale of the 
M.O.H. employed by his authority, or £50 in advance 
of the scale from time to time recommended for an 
assistant medical officer, whichever is the greater. This 
is intended to remove an anomaly by which, under 
previous agreements, the deputy M.O.H. of a small 
authority in certain cases actually received a lower 
salary than an assistant medical officer. 

Further, Committee C has emphasized that any retro- 
spective payment due under its latest agreement should 
be made even to a medical officer who has left the 
service of an authority after the operative date. In the 
past there have been cases in which an authority has. 
refused to give retrospective payment due to a medical 
officer who (by the date of publication of the agreement 
concerned) was no longer in its employment. 


Comparison with Others 


The new salary scales represent increases of 50%- 
60% upon the scales in force on April 1, 1951, which 
was the baseline for the profession’s case submitted 
to the Royal Commission on Doctors’ and Dentists’ 
Remuneration. In the same period, the maximum of 
the basic consultant scale has risen by about 42%, 
including the Royal Commission’s award. The level of 
remuneration of public health medical officers in 1951 
was lower than that of the other main branches of the 
profession. 


Claim Not Settled 


It is understood that this latest agreement in Com- 
mittee C does not represent a settlement of the claim. 
based upon the Report of the Royal Commission, which 
was presented by the Staff Side at the end of September. 
1960. That clair included many features other than 
proposals for higher remuneration, notably: 


(a) A proposal to create three new population groups 
above 600,000, and a proposal to merge the existing 
population groups between 250,000 and 600,000, between 
100,000 and 250,000, and under 100,000. 


(b) A proposal to distinguish, below 100,000 population, 
between medical officers of health carrying out health 
authority functions (e.g., medical officers of health of 
county boroughs) and medical officers of health carrying 
out sanitary authority functions. 


(c) A proposal to divide the assistant medical officer 
grade into two, with a better scale for those possessing. 
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higher qualifications. This proposal was designed to 
reward the assistant medical officer who obtained a higher 
qualification, and thus to encourage assistant medical 
officers to take higher qualifications. 

(d) A proposal to create several grades of senior medical 
officer, by population. 

(e) A proposal that a divisional medical officer should 
be remunerated as a whole-time medical officer of health 
for the population of his division. 

(f) A proposal that the holders of combined appoint- 
ments, mixed appointments, and combined-within-mixed 
appointments should be remunerated as _ whole-time 
medical officers of health on the scale appropriate to the 
total population for which each was medical officer of 
health. 


It is understood that it became clear in Committee C 
that these proposals would involve prolonged negotiation, 
and therefore the Staff Side decided, after careful con- 
sideration, to withdraw its proposals for the time being 
and to accept the offer which had been made by the 
Management Side to increase all existing scales by 
124%. It is open to the Staff Side to submit its detailed 
claim afresh in the future, either in its present form or 
with modifications. 


GENERAL MEDICAL SERVICES 
COMMITTEE 


A meeting of the General Medical Services Committee 
was held at B.M.A. House on January 19, with Dr. 
A. B. Davies in the chair. 

The CHAIRMAN reported with regret the death since 
the Committee last met of Mr. George Lowe, the 
representative on the Committee of the Senior Huspital 
Medical Officers Group. Dr. Davies paid tribute to 
Mr. Lowe’s medico-political work and, in particular, his 
efforts to maintain a position for general practitioners 
in hospital practice. 


Maternity Medical Services 


The CHAIRMAN reported that executive councils were 
working fast to enable practitioners to receive the 
maternity-fee part of the 1960 payment at the same time 
as the other payment, and several executive councils 
had in fact already completed the work. 

The Committee’s Maternity Medical Services Sub- 
committee had considered recently how to further the 
proposals for increasing the facilities for postgraduate 
courses in obstetrics for general practitioners, and for 


improving undergraduate and pre-registration training 


in the subject. The Subcommittee had discussed broadly 
the lines of approach which should be made to such 
bodies as the General Medical Council, the Ministry of 
Health, the Royal College of Obstetricians and Gynae- 
cologists, and the deans of medical schools. It proposed 
that the G.M.S. Committee should recommend to the 
Council that a special committee should be set up to 
consider the implementation of the policies laid down 
in the report of the committee on the training of medical 
students in obstetrics, and that the special committee 
should be a committee of the Council of the B.M.A. 
The recommendation was approved. 


Payment for Antenatal Care 
The CHAIRMAN said that the Subcommittee considered 
a resolution submitted by the Harrow Division to the 


effect that all antenatal care which the general practi- 
tioner had contracted to provide should be paid for fully, 
whether it was undertaken at the request of the patient 
or of the hospital or at the discretion of the general 
practitioner himself. In the Subcommittee’s opinion 
payment for general practitioners providing antenatal 
care in the circumstances mentioned was covered by 
subparagraph (e) of paragraph 12 of E.C.1 81/60, 
which reads as follows: 


““(e) Where none of the circumstances in paragraphs 
12 (a) to (d) applies the fee for each antenatal examina- 
tion under an arrangement for giving maternity medical 
services shall be 15s. with an overriding maximum of 


The Committee accepted this opinion. 


Standard Midwifery Record Cards 

The CHAIRMAN referred to some correspondence from 
the Ministry of Health on the question of a standard 
midwifery record card. He said that the latest letter 
from the Ministry indicated that a large number of 
letters were being received, mainly from hospital 
authorities, inquiring how soon agreement was likely 
to be reached on a standard form of co-operation card 
for maternity patients. 

Dr. KATE HARROWER suggested that it was more 
convenient to have a maternity card which had a 
different colour from white or buff. She added that 
the use of co-operation cards seemed to work 
successfully in Scotland. 

Dr. R. B. L. RipGE expressed the view that the card 
should be of a fairly comprehensive nature. It should 
not be sealed and it should remain in the patient's 
possession. 

The Committee authorized the Maternity Medical 
Services Subcommittee to decide on an appropriate 
card. 


Content of Maternity Medical Service 

The Committee had before it a letter from the 
Cornwall Local Medical Committee in which the 
content of maternity medical services as laid down in 
E.C.N.347 (Supplement, January 14, p. 6) was described 
as “ perilously near the laying down of clinical standards 
by the Minister.” The’ letter continued: “I cannot 
recall that this has ever been accepted by the profession, 
though in para. | it states ‘in agreement with the 
representatives of the profession.’ These new terms 
are certainly not part of the package deal, and I should 
be grateful if you could let me know whether (1) the 
Minister has the power to make these regulations ; and 
(2) are they binding regulations and part of a GP. 
obstetrician’s terms of service, or are they merely laid 
down as a guide to the standards acceptable ? ” 

Dr. Davies said he had expected something along 
the lines of the letter from the Cornwall Local Medical 
Committee. He wondered how many practitioners 
realized what had been achieved for them. The 
memorandum on maternal care, which formed part of 
E.C.N.347, was a memorandum of advice and of what 
professional men comprehended to be good standards 
of practice. 


Woking Maternity Hospital 
Dr. J. C. CAMERON referred to a letter received by the 
Committee in which the latest plan for the Woking 
Maternity Hospital was set out. It was for a 19-bed 


__ 
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general-practitioner obstetric unit, self-contained in a 
“ temporary ” wooden building. It was understood that 
the possibility of providing a 25-bed unit was also looked 
into as promised, but it proved impossible to put it on 
the promised site. 

The CHAIRMAN referred to the Minister of Health’s 
statement that more money would be available for 
building new hospitals and improving existing hospitals. 
It was noted, said Dr. Davies, that the Minister hoped 
that some £500m. would be spent in the next ten years. 
That did not reach the £75m. a year for ten years asked 
for by the Association, but it was a considerable step 
forward. He was anxious that in any expansion of the 
hospital services general practitioners should not be 
forgotten. In many cases general-practitioner obstetric 
beds had always been at the back of the queue in 
priorities. “I feel that we have reached a point where 
we should again resume the offensive and put forward 
boldly a claim for, say, at least a 25-bed general-practi- 
tioner hospital in every hospital management committee 
area.” 

The Committee supported the suggestion, and referred 
it to its Maternity Medical Service Subcommittee for 
consideration. 


Scunthorpe Maternity Home 

A letter from the Lincs (Lindsey) Local Medical 
Committee, indicating a proposed change of use of the 
County Maternity Home, Scunthorpe, which had 
hitherto been a general-practitioner maternity unit, 
caused the Committee some concern. It was pointed 
out in the letter that local general practitioners first 
learned of the proposed change of use from the local 
press, and that there had been no question of consulta- 
tion with them. . In the case in question, the actual 


building might become a hospital for chronic sick, and ° 


the new maternity unit proposed might have only 15 
beds available for general practitioners, compared with 
49 beds under the present arrangements. 

The CHAIRMAN said that the senior administrative 
medical officer of the Sheffield Regional Hospital Board 
was arranging a meeting with the local medical 
committee to discuss the matter. 

Dr. H. S. Howie Woop suggested that the Executive 
Councils Association might be approached to assist in 
the matter. 

The Committee agreed to refer the matter to its 
Maternity Medical Services Subcommittee and to await 
a report of the results of the consultations which had 
been promised by the Ministry of Health. 


Numbering of Houses 


The Committee considered a request from the 
Secretary of the College of General Practitioners that 
local authorities should be asked to ensure that houses 
on their estates were adequately and clearly numbered 
to assist doctors in making their calls, and also that 
street names were displayed at eye level at every inter- 
section. The CHAIRMAN welcomed Dr. F. Steel, who 
had been invited to be present during the Committee’s 
discussion on this matter. 

Dr. A. BEAUCHAMP said that the numbering and 
naming of houses and streets was disgraceful in towns 
and cities, particularly in some of the estates in and 
around Birmingham. Numbers were placed on doors 
so that they could clearly be seen, but unhappily on 


the new estates the front doors were at the sides of the 
houses. There was a great need for proper numbering 
so that house numbers could be seen from inside a car. 
He urged the Committee to press the matter nationally. 

Dr. B. CaRDEW said that it must be a national 
obligation, as it was in many countries. In France, for 
example, in any small village the name of every street 
was marked up at the same level, and there was a 
standard method of marking house numbers. 

Dr. STEEL pointed out that consultants were in the 
same difficulty as general practitioners—often more so, 
because it was necessary on occasions for them to go 
into strange territories. In the London area great 
difficulties were experienced in the case of new blocks 
of flats. He had taken the matter up with various 
authorities, and the present position was that the 
Ministry of Transport had issued a circular to all 
highway authorities containing a number of recom- 
mendations for the standardizing of street name plates 
and the adequate numbering of buildings. In London, 
the London County Council had issued regulations. 
Doctors could communicate with local authorities and 
badger them. 

Dr. S. Noy Scott said that the matter surely depended 
on the local authority concerned. In his own area 
everybody was issued with a directive stating that they 
had to put up numbers on the gate posts within three 
months. At the same time every intersection was clearly 
named. 

Dr. H. N. Rose said that one of the main difficulties 
arose at night-time, and he suggested that numbers 
appearing on gate posts should be of material which 
could be seen in the dark. 

Dr. F. Gray said that the question went beyond the 
medical profession, and in his view the problem could 
only be solved locally. That should be recognized and 
the Ministry asked to put pressure on local authorities 
to discuss the matter with local medical committees. 

The Committee adopted a suggestion by the CHAIRMAN 
that the Ministry of Health should be asked to advise 
the best channel of approach, and, following that, other 
bodies concerned could be approached with a view to 
considering what could be done. At the same time, legal 
advice might be sought, since it appeared that an obliga- 
tion on the part of local authorities in the matter already 
existed. 


Part-time Hospital Appointment and Notional 
Loadings 


The Committee considered further the question of a 
permanent part-time hospital appointment and notional 
loadings, a decision on which was deferred at the 
previous meeting. (Supplement, December 31, 1960, 
p. 267.) 

The CHAIRMAN recalled that the Committee had 
supported the principle of encouraging the type of 
appointment referred to, but the matter had been 
brought forward because apparently in one area the 
local general practitioners had not received such an 
appointment warmly. Of course, that did not necessarily 
mean that they were indifferent. 

Mr. D. C. Bowre reiterated the importance of the 
matter from the point of view of integrating general 
practice with the hospital service, and said that future 
policy must be along the lines suggested. There were, 
of course, difficulties in small communities where doctors 
had small lists. 


| 
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Dr. R. B. L. RipGe suggested that the proposals were 
not in accordance with the Committee's principle of 
getting general practitioners into hospital work, but 
were rather of getting hospital doctors into general 
practice. 

The Committee welcomed the new approach being 
made to get general practitioners back into hospital. 


Transfer of Patients of a Deceased Practitioner 


As a result of an inquiry by a general practitioner 
about the transfer of patients of a deceased practitioner, 
the opinion of the Association’s solicitor was sought. 

The inquirer had pointed out that, while waiting for 
a successor to be appointed to the deceased doctor’s 
practice— which might take several months —the 
executive council had asked neighbouring doctors to 
treat the patients of the practice, but that seemed to 
be a contradiction of paragraph 51, Reg. 14(3), in the 
Handbook for General Practitioners, which stated that 
the council was required to inform patients of their 
right to apply to another doctor for acceptance. The 
inquirer asked (1) whether a doctor could accept these 
patients on his list for immediate treatment, or (2) must 
a doctor tell the patient to give 14 days’ notice in 
writing to the executive council of his desire to change 
his doctor. 

The solicitor’s reply was before the Committee. Its 
purport was that patients remaining on the list of a 
deceased practitioner, who had not changed their 
addresses, could not be accepted by another practitioner 
for immediate treatment. 

The CuHairMan said that if a practitioner acting for a 
deceased doctor or his widow was approached by a 
patient saying, “I want to come on your list,” ethically 
he should reply, “ At the present time I am standing in 
for the estate, and I would rather you did not do any- 
thing until the machinery is set in motion.” 

Dr. Noy Scotr said that undoubtedly that was the 
ethical position. It was a case where ethics and the 
law ran counter to each other. Generally speaking, 
practitioners who were approached in that manner 
acted ethically and refrained from accepting the patient 
for a minimum of three months and often six months. 

A suggestion by Dr. R1pGe, that the question was one 
on which agreement with the Ministry ought to be 
sought, was adopted. 


Group Practice Loans Fund 


Dr. F. LisHMAN, Chairman of the Group Practice 
Loans Committee, said it was unfortunate that at a 
time when it was necessary to cut down the amounts 
loaned to doctors the cost of new surgery premises 
seemed to be soaring. 

He had found it embarrassing in considering a request 
for a loan of £10,000 to have to tell the practitioner 
concerned that the most he could be allowed would be 
£3.000. Many doctors in group practices were already 
committed to expenditure, and it was beyond their 
means to incur large extra liabilities. 

With regard to the future, he took the view that, if 
ever the extra money for group practice loans was 
obtained, it would be only fair, if possible, to go back 
to those who had been allocated a reduced amount and 
say that the Group Practice Loans Committee was now 
able to let them have more. There had been questions 
raised in the House of Commons and there would be 
further questions, but he had been dismayed to note 


that when the Minister had replied to them he had 
mentioned a very much larger sum than the Group 
Practice Loans Fund was able to provide. 

Dr. G. P. WILLIAMS suggested that another member 
of the G.M.S. Committee should be appointed to assist 
in the work of the Group Practice Loans Committee. 

Dr. C. F. R. KILLick supported Dr. Williams's 
suggestion. At the moment the profession was putting 
as much money into the fund as the Ministry, and the 
Minister should be pressed to find more money, since 
it was for the benefit of the State. 

The CHAIRMAN recalled that the Ministry had 
promised that it would look at the whole question again 
and give a reply. If nothing came of this he suggested 
that an approach might be made to the Minister himself. 

The Committee agreed with the Chairman’s 
suggestion. 

The Committee nominated Dr. A. M. Maiden to 
serve on the Group Practice Loans Committee. 


Review of Assistantships 


Dr. Gray recalled that some time ago Dr. Cardew 
had sent out a memorandum to executive councils with 
a view to finding out what they were doing about review- 
ing assistantships. Dr. Cardew had given the Committee 
the results of his inquiry, which showed two things: (a) 
that many executive councils were not doing anything 
at all, and (5) that where it was being done there was 
a certain amount of variety in the methods. Dr. Grav 
suggested that the first point was the important one. 
The Ministry had been asked to write to executive 
councils to inquire what they were doing, and the 
Ministry’s reply had taken the form of a lengthy docu- 
ment suggesting guidance to executive councils about 
what they should do in future. The Ministry had also 
indicated that it accepted the results of Dr. Cardew’s 
inquiry. 

The Committee was very grateful to Dr. Cardew, but 
there were reasons why the Ministry ought to conduct 
their own inquiry. The first was that it was responsible, 
and it was a statutory duty laid on executive councils. 
Secondly, Dr. Cardew’s inquiry was of a voluntary 
nature and some executive councils did not reply. They 
would have to reply to a Ministry inquiry. 

Dr. RipGeE took issué with Dr. Gray on the points 
he had raised. If the Committee had been the first to 
think of asking the Ministry to conduct an inquiry, it 
might have been on safer ground, said Dr. Ridge; but 
since the Committee was not the first to think of it, and 
in view of the fact that the Ministry knew, as a result 
of the inquiry, that some executive councils had not 
done anything, it would be perilously near putting the 
Committee in the position of setting the Ministry on 
to the executive councils. 

Dr. BEAUCHAMP asked whether the Committee could 
not split the difference and ask the Executive Councils 
Association to do the job. 

Dr. H. N. Rose pointed out that executive councils 
had been working on the problem in conjunction with 
local medical committees, and certain local medical 
committees, together with executive councils, had taken 
the matter seriously. 

Dr. A. M. FREEMAN supported Dr. Gray. Some 
executive councils did not bother to answer Dr. 
Cardew’s inquiry, he said. It was necessary to have as 
much information as possible and only the Ministry 
could get that information. 
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Dr. CarDEw said it would appear that the Committee 
had succeeded in establishing a prima facie case that 
some executive councils were not doing their job, and 
he would have thought that that was sufficient grounds 
for the Ministry to say so and to issue some instruction. 

Dr. Gray moved that the Ministry be requested again 
to ask all executive councils for a report on what they 
had done in reviewing assistantships, and Dr. RIDGE 
moved by way of amendment that the letter from the 
Ministry, indicating that further guidance would be the 
best means of dealing with the question, be accepted, 


- and that the proposed circular be considered at the next 


meeting. 
The amendment was carried. 


Initial Practice Allowances 


It was seported that a letter had been received from 
the Ministry of Health setting out reasons why the 
increase in the initial practice allowance might be graded 
over the year 1960, and not reach its maximum until 
1961. The Ministry, on the instructions of the 
CHAIRMAN, was informed that, since only a very small 
sum was involved, and the practitioners were young 
men at the start of their career needing every encourage- 
ment, it would be the wish of the Committee that the 
initial practice allowance should be increased to its 
maximum immediately as from January 1, 1960. 

The Committee supported the Chairman's action. 


Medical Practices Committee 


The CHAIRMAN reported orally on a meeting between 
representatives of the G.M.S. Committee and of the 
Medical Practices Committee. Dealing first with late 
withdrawal of resignations from the medical list, Dr. 
Davies said that the Medical Practices Committee had 


been informed that the G.M.S. Committee would be° 


glad to consider raising the matter with the Ministry, in 
view of the hardship and inconvenience caused to 
appointed incoming practitioners in a number of cases. 

On the next question of delays in filling death 
vacancies, it was evident that there was no delay in the 
machinery so far as the Medical Practices Committee 
was concerned, but there was delay in many instances in 
the early stages and later stages. It was suggested and 
agreed that steps should be taken to advise executive 
councils and local medical committees on means of 
accelerating the proceedings. It was felt- that power 
should be given to the chairmen of councils and com- 
mittees to act quickly when there were no meetings. 

A draft circular, which the Medical Practices Com- 
mittee had agreed should be issued to executive councils, 
about delays in dealing with advertised vacancies, 
particularly death vacancies, was agreed by the 
Committee. 


The question of the slow-down in the movement of ° 


doctors to designated areas was discussed. continued 
Dr. Davies, and, although increases in loadings and 
initial practice allowances had been agreed, the Medical 
Practices Committee suggested that some of the £1m. 


reserved for further consideration might be used to 


attract more doctors to designated areas—for example, 
in the form either of an additional loading in such areas, 
or a lowering of the starting-point for the application 
of loadings. 

Dr. Gray suggested that the Committee should not 
come to any decision at the moment, and the Committee 
agreed. 


G.M.S. Committee (Scotland) 


The Committee had before it the minutes of meetings 
of the General Medical Services Committee (Scotland). 
Dr. R. C. HAMILTON, its chairman, pointed out that 
most of the report was taken up with maternity services, 
and he was happy to say that agreement had been 
reached between the representatives of the profession 
and the Department of Health for Scotland on that 
matter. 


HEALTH SERVICE COSTS 


COMPTROLLER AND AUDITOR-GENERAL’S 
REPORT 

The Civil Appropriation accounts! published last week 
record the cost of the National Health Service during 
the year ended March 31, 1960. In his accompanying 
report, Sir Edmund Compton, the Comptroller and 
Auditor-General, comments on the cost of the 
pharmaceutical _ services. Their cost, he writes, 
increased further in 1959. The number of prescriptions 
dispensed rose from 224 million in 1958 to 236 million 
in 1959, their total cost rose from some £73m. to 
£81m., and the average cost per prescription increased 
by some 5% from 6s. 64d. to 6s. 103d. 

There was a further slight increase in the proportion 
of prescriptions for proprietary preparations both in 
numbers and cost of ingredients. The percentage of 
prescriptions for proprietary medicines rose from 51 to 
53% in England and Wales and from 55 to 57% in 
Scotland, and the percentage of ingredient cost rose 
from 72 to 74% in England and Wales and from 73 to 
74% in Scotland, representing expenditure of £40m. in 
1959-60 as compared with £344m. in 1958-9. 

The Auditor-General states that, as recommended by 
the Committee on Cost of Prescribing (Hinchliffe 
Committee), consideration is being given by the Ministry 
to the collection of additional information and statistics 
necessary for the close study of pharmaceutical costs, and 
an expert standing committee has been appointed by the 
Central Health Services Council to advise on the 
operational research which should be undertaken in 
relation to the pharmaceutical services, involving the 
collection of statistical and other data and _ their 
interpretation. The introduction of full pricing of 
prescriptions in both England and Wales and Scotland 
will facilitate the production of improved statistics. 


Chemists’ Payments 


For dispensing prescriptions under the National 
Health Service chemists are paid the cost of the 
ingredients with an addition of 25% for on-cost, plus 
certain allowances and a dispensing fee. The total 
remuneration paid to chemists in England and Wales in 
1959 by way of dispensing fee and on-cost was £24.8m. 
for 214 million prescriptions with a net ingredient cost 
of £46.7m. (an average of 4s. 44d. per prescription) 
compared with a total remuneration in 1956 of £22.2m. 
for 229 million prescriptions with an ingredient cost of 
£33.2m. (an average of 2s. 11d. per prescription) ; other 
allowances, mainly to provide reimbursement of expen- 
diture on containers, brought these figures to £26.5m. 
and £23.9m. respectively. 


‘Civil Appropriation Accounts, Cl 9-60. 
H.MS.O., London. 19s. 6d. 
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The total gross sum expended on the National Health 
Service in England and Wales and Scotland during the 
period was £713m., of which England and Wales’s 
share was £635m. and Scotland’s £78m. The corre- 
sponding net figures were £557m., £496m., and £61m. 
The total gross cost of the hospital and specialist services 
for all three countries was £478m., and that for general 
medical services £744m. Hospital and specialist services 
in England and Wales cost £424m. and Scotland £54m. 
The cost of general medical services was £66m. in 
England and Wales and £8m. in Scotland. 


MEDICINE ON RADIO AND TELEVISION 
B.M.A. MEMORANDUM OF EVIDENCE 


The Council of the Association appointed a 
Committee* to prepare evidence for the Governmental 
Committee on Broadcasting, under the chairmanship of 
Sir Harry Pilkington. The Committee’s memorandum 
of evidence was approved by the Council at its last 
meeting, and we print below a summary of it.+ 


The B.M.A. Committee approves of the use of broad- 
casting and television as a means of educating the public 
in matters of health. The sympathetic presentation of 
programmes which deal with the work of doctors helps 
to give the public a better understanding of the pro- 
fession’s contribution to the community. Discussions 
on subjects such as the prevention of disease are, in the 
Committee’s view, particularly valuable to the layman, 
who may also benefit from acquiring knowledge which 
will enable him to recognize deviations from normal 
health patterns. However, the information offered should 
be accurate and should bear in mind the susceptibilities 
of a non-medical audience. 

The memorandum points out that some medical 
subjects are unsuitable for lay audiences, but other 
medical programmes, which may cause acute distress 
to certain unstable individuals, need not necessarily be 
suppressed. Medical programmes should not be hastily 
assembled, since the end-result may leave the listener 
or viewer in a state of anxiety, bewilderment, or 
exasperation. 

It is emphasized that co-operation between doctors 
and broadcasters is essential. The Committee hopes that 
the present informal contacts between the B.M.A. and 
the broadcasting authorities will continue and even be 
extended, so that consultative machinery through which 
the broadcasting authorities could obtain their own 
panel of medically qualified advisers might be estab- 
lished. It is suggested that consideration be given to 
the appointment of a full-time medical editor by the 
broadcasting services. 


Anonymity in Broadcasting 
In spite of general agreement that the value of a 
doctor’s pronouncements in a broadcast may be 


*The members of the B.M.A. Evidence Committee were: Dr. 
H. D. Chalke (chairman), Sir Arthur Porritt, P.R.C.S., Dr. S. 
Wand, Dr A. b ed Rogers, Mr. L. D. Callander, Mr. A. 
Lawrence Abel, L. A. Gibbons, Dr. F. Gray, Mr. I. W. 
|g Mr. + E. Graves Peirce, Dr. S. Noy Scott, Dr. H. 

Sag Sots Dr. J. Dalzell-Ward, Dr. C. M. Fletcher, Mr. G. 
Fielden (headmaster, Queen's County Secondary Boys’ 
School, Wimbledon), Miss D. Morris (matron, St. James’ Hospital, 
Balham), Mr. John — (Health Services correspondent of the 
Daily Telegraph), Dr. D. Stafford-Clark, and Dr. J. H. Hunt. 

+The full Memorandum of Evidence is obtainable in booklet 
form the Manager, B.M.A. House, London 
W.C.1. Price 2s. 6d. n 


that the accepted ethical rule which requires doctors to 
broadcast, in general, anonymously is in the best 
interests of the public. The final decision, however, as 
to whether he should broadcast anonymously must rest 
with the individual doctor. 

Bearing in mind that inability to name the doctor 
necessarily causes inconvenience to the programme 
producer, the Committee considers anonymity only to 
be absolutely essential when the content and nature of 
the programme is such thai mention of a doctor’s name 
is likely to result in his “ obtaining patients or promoting 
his own professional advantage.” 

The Committee fully supports the principle that 
correspondence addressed to doctors who broadcast 
should not be forwarded to them. Any doctor who 
entered into correspondence in this way would be inter- 
fering between his correspondent and the correspondent’s 
own doctor, and would be guilty of contravening the 
generally accepted principle of the profession that advice 
should not be given without examination. 


Type of Programme 

On the whole, the Committee thinks that the standard 
of medical programmes broadcast is high, with an agree- 
able variety of approach. The sheer quantity of broad- 
casts on radio and television impresses it. But it suggests 
that there should be continuous planning in their 
selection and preparation and that medical programmes 
dealing with disease prevention should not be squeezed 
out to make way for more dramatic items. Both 
documentary and fictional programmes can be of value, 
and instruction on health education can be equally 
well introduced into fictional programmes. 

Detailed discussion of the patient’s symptoms should 
be undertaken with great circumspection, and prognosis 
and treatment should be discussed only in the most 
general terms. In no circumstances should the medical 
broadcaster attempt to replace the family doctor, 
although his activities, the Committee states, can be 
regarded as an aid to the family doctor’s work. in the 
case of the blind, the elderly, and the incapacitated, 
medical advice on the radio is most helpful. 

Other methods for increasing the worth of medical 
programmes are suggested. Deserving of consideration 
is the introduction of a, regular magazine programme 
about medicine, say, once a month, in which a variety 
of items from various fields of medicine could be 
discussed intelligently but not too technically. The 
Committee also thought there was much to be said for 
the introduction of regional programmes in which local 
medical news was given maximum publicity. This would 
be particularly useful during epidemics. 


Advertising 
The power of television as an advertising medium is 


‘ thought to compel a fresh examination of the accepted 


attitudes towards advertising as a whole. In particular, 
the manner in which drugs are advertised is considered 
to be contrary to the public interest and totally undesir- 
able. These advertisements encourage self-medication, 
and those for drugs and medicinal treatments and pre- 
parations should be prohibited. Until this was done it is 
recommended that a predominantly medical committee 
should be set up to view all such advertisements. No 
advertisement for a drug or treatment would be allowed 
to be shown on television until it had passed the scrutiny 
of this committee, which would have to be satisfied 
about the validity of the claims made. 
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T.V. and Children 

The memorandum contains a summary of the effect 
of television programmes upon children. The view is 
expressed that the influence which violence in television 
programmes has upon children is not as great as has 
been feared. The authorities take reasonable precautions 
to ensure that unsuitable programmes are not broadcast 
to children, and the moralistic outcome of children’s 
adventure serials offsets the effect, if any, of violent 
scenes. It was important, however, that the producer 
should be careful not to do anything which might under- 
mine the child’s sense of fair play. The Committee 
points to the dangerously attractive alternative to home- 
work and outdoor play or exercise that T.V. offers. 

Because children generally are highly receptive to 
what they see on television, it offers excellent oppor- 
tunities for health education aimed specifically at them, 
and the Committee recommends that more instruction 
in bodily cleanliness, hygiene, the dangers of cigarette 
smoking, and the harm to teeth of over-consumption of 
sweets should be given in a way that would both amuse 
and instruct. 

The Committee concludes that, though there is 
insufficient evidence to come to any firm conclusion, 
television plays no great part in the incidence of 
ischaemic heart disease, angina pectoris, hiatus hernia, 
venous thrombosis, or myopic vision. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Retrospective Payments and National Service M.O.s 


Sir,—Your Supplement (January 7, p. 1) and Dr. M. G. * 


Kielty’s letter (January 21, p. 17) may give hope to past and 
present National Service doctor-conscripts that their financial 
hardships are not, after all, forgotten or insignificant. Apart 
from lowering morale and regular recruiting figures, the 
exploitation of such doctors in peacetime as a form of 
expendable cheap labour must also undermine the Regular 
Service medical officers’ claims for financial advancement. 
I believe certain academic employers of other doctors by- 
passed by the Royal Commission feel an obligation to 
comply with its recommendations. A similar awareness of 
their social responsibility by the Services and the Treasury 
would not only be financially fair but might revive ideas 
about the fairness of the State in the many, like myself, 
who might well have evaded National Service by the 
declaration of a fuller medical history on conscription, and 
avoidance of self-medication beforehand. If the B.M.A. 
Council is rebuffed, the many who have forfeited two years 
of their chosen careers may well feel that patriotism has 
become altogether too expensive for modern life.—I am, 
ete., 
Bere Regis, Dorset. K. W. Murpny. 


S.H.M.O.s and Consultant Grading 


Sir,—I have followed this correspondence with interest, 
and now note that Dr. Hamish Watson has now apparently 
reversed his views and “ would be quite happy if all those 
doing consultant work had their posts upgraded ” (January 
21, p. 12). Presumably the holders themselves are not to be 
upgraded. 

It is clear, however, that your other correspondents 
(January 21, p. 16) think that those doing consultant work 
should be accorded consultant status as well, and surely no 
one could seriously wish to deny them this. It is hard to 
believe that the relatively small amount of money required 
for this could not be readily made available, especially if 
these men have been “acting unpaid” all these years. 


I believe that there are quite a number of “ consultant 
S.H.M.O.s” who would, in fact, prefer the proper status 
of their post to the extra cash, though I am sure that both 
are desirable. After all, consultant status will bring the 
chance of merit awards to the industrious, if able to catch 
Lord Moran’s eye. I think that proper status would also 
remove another stigma. Certain consultants, perhaps 
unwittingly, make it appear that they prefer the opinion 
of a “consultant” to that of an “S.H.M.O.,” even though 
the latter may at times be better qualified and have more 
experience in the specialty concerned, simply because of the 
status question. It would be horrible if such a notion were 
sensed by junior staff. 

It seems that Dr. R. J. Derham (January 21, p. 16) has 
sounded a warning note for those consultants among us 
without higher qualifications which may yet fill the examina- 
tion halls. If those S.H.M.O.s with the special award but 
with no higher qualifications are to be denied consultant 
statis, then the next logical step would be to downgrade 
those consultants without higher qualifications to S.H.M.O., 
regardless of what they are doing. This would, of course, 
be quite unthinkable, as these consultants were rightly 
regarded as senior established men at the time of the 
original gradings in 1950, and certainly did not obtain their 
senior grading through the “ back door” at that time. What 
is so puzzling about those original gradings, however, is that 
men with identical qualifications and experience were 
frequently graded quite differently by the various regions 
at that time. 

It is as well to reflect, however, after the passage of 10 
or more years, that there are undoubtedly many S.H.M.O.s 
who were incorrectly created at that time, who are now 
claiming full consultant status on these very grounds of 
seniority and experience which were enough to elevate their 
colleagues to the top in 1950, higher qualifications or no.— 
I am, etc., 

Cowley, Middx. PeTeR RIGBY. 


S.H.M.O. Psychiatrists 


Sir,—That already a goodly proportion of the total 
S.H.M.O. population whose work has been judged to be on 
the consultant level of responsibility have been or are being 
granted the special allowance under M.D.E. Circular 41 
shows an increasing (if uneven) awareness by regional boards 
and the Whitley Council, after appeals, of the fact that 
“§.H.M.O.s are worthy of consultant status,” to quote the 
Deputy Chairman of the Central Consultants and Specialists 
Committee (Supplement, November 19, p. 210). 

Of those S.H.M.O.s left, a veritable legion of the lost, 
the psychiatric specialists are in the worst plight by reason 
of implementation of the sections in the Mental Health Act, 
1959, relating to senior hospital mental hospital officers and 
responsible persons, which, when interpreted strictly accord- 
ing to the letter, renders humiliation worse confounded. In 
the Act, a responsible M.O. is defined as one “ who has the 
patient under his care and who is in charge in the sense 
that he is not responsible or answerable for the patient's 
treatment to any other doctor.” 

Overall coverage from the physician-superintendent 
(where not already extinct) excepted, it might be supposed 
that the senior specialist M.O. of long experience, with the 
backing of close contact and the understanding that comes 
of the everyday handling of the case, would properly be 
regarded as the “responsible” person and so recognized. 
But no: the Act is equivocal. There is the doubting clause: 
“ This will usually be a consultant but may be an S.H.M.O. 
in exceptional cases.” To be sure, most regions, realizing 
that the exception should be the rule—that the consultant’s 
prime function is to guide and not to manage and control— 
are not insisting on an exact interpretation. Most but not 
all. Where strictly interpreted, as in our area, the psychiatric 
S.H.M.O. is robbed of much of the clinical freedom he still 
possesses, which, with or without the token of consultant 
superintendent cover, is virtually exchanged for the frame- 
work of the approved school, with rewards and punishments 
(if only implicit) and different R.R.s (responsibility ratings). 
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In effect the voice of authority says: * You are not Grade 1; 
your judgment is probably not sound—so.. .” 

This is what the “not responsible” S.H.M.O. may not 
do: he must not discharge or even grant leave of absence 
to his patients ; he cannot make a statutory report or stop 
a discharge desired by the nearest relative. A graded con- 
sultant has to do all these things. With no responsibility to 
the patient before admission, very little remains for the 
S.H.M.O. except to be receptionist, dresser, and bottle-boy 
to the patient, and even these services, it would seem, must 
be checked and countersigned by a consultant, who should 
be advising and not supervising (and in fact has not the 
least desire to do otherwise unless he is also a superintendent). 

Man of many parts and all grades is the S.H.M.O. 
Sometimes he is expected to do the consultant’s -work, and 
now he is being used to replace the junior A.M.O. (There 
are not enough of these to go round.) Matters are made 
worse as area hospitals amalgamate in the cause of 
integration. When S.H.M.O.s are still too many and 
consultants from the fairy bottle too few, it would seem 
to be carrying the puristic approach beyond all reasonable 
limits to bring in consultant cover from outside—from one 
hospital of an integrating group to another—merely to 
ensure playing the game to a strict code with top quality 
vintage. It makes great nonsense of the years of experience 
and proved sense of responsibility that S.H.M.O.s possess, 
besides overloading a sparse and overworked body of group 
consultants with extra and unneeded duties. As for the 
unfavoured S.H.M.O., indignation, indignity, and frustration 
could hardly go further.—We are, etc., 

JOHN W. FISHER. 
T. J. K. BROWNLEES. 


Exminster, near Exeter. JAMES ScoTr. 


Retrospective Payments for Hospital Medical Staff 


Sir,—The publication of percentage payments to be made 
(January 21, p. 15) has come as an unpleasant surprise as 
far as consultants without distinction awards are concerned. 

The amounts payable are not only relatively less than for 
any other grade of hospital staff, but are absolutely less than 
for §.H.M.O.s or registrars, and when the fact that surtax 
will have to be paid in every case is taken into account the 
net figure will be small indeed. In my own case the gross 
amount I shall “ receive” for almost three years is virtually 
the same as the arrears for 1960 alone. Notwithstanding 
the different basis for the calculations, this seems extra- 
ordinary. The Working Party for Hospital Medical and 
Dental Staff were satisfied that the Ministry’s proposals for 
distributing the £9m. retrospective payment were “ extremely 
fair and reasonable,” and no doubt this is so, but justice 
should be seen to be done, so perhaps someone can explain 
the apparent anomalies to which I have drawn attention.— 
I am, etc., 


Shrewsbury. MICHAEL SYMONS. 
Association Notices 
Diary of Central Meetings 
FEBRUARY 
7 Tues. Joint Formulary Committee, 11 a.m. 
7 Tues. Executive Subcommittee on Alternative Schemes, 
Amending Acts Committee, 2 p.m. 
7 Tues. Tuberculosis and Diseases of the Chest Group 
Committee, 2 p.m. 
8 Wed. Film Committee, 10.30 a.m. 
8 Wed. Subcommittee on Report of Royal Commission on 


Local Government in Greater London, G.M.S. 
Committee, 2.30 p.m. 


9 Thurs. Psychological Medicine Group Committee, 2 p.m. 
9 Thurs. Special Committee on the Herbert Report, 2 p.m. 


10. ‘Fri. Ophthalmic Qualifications Committee, 1 p.m. 
10. ‘Fri. Ophthalmic Group Committee, 2 p.m. 
15 Wed. Subcommittee on Status of Principals in Partner- 


ship, G.M.S. Committee, 11 a.m. 


15 Wed. Committee on Recruitment’ to the Medical Pro- 
fession. 4.30 p.m. 

16 Thurs. G.M.S, Committee, 10.30 a.m. 

16 Thurs. Hospital Junior Staffs Group Executive Com- 
mittee, 2 p.m. 

17. Fri. Public Health Committee, 10 a.m. 

23 Thurs. Subcommittee on Alcoholism, Joint Committee 
of B.M.A, and Magistrates’ Association. 
11.30 a.m. 

27 Mon. Armed Forces Committee, 2 p.m. 


Marcu 

2 Thurs. Maritime Subcommittee, Private Practice Com- 
mittee, 2 p.m. 

2 Thurs. Medical Services Review Evidence Subcommittee 
(General Medical Services Committee), 2 p.m. 

8 Wed. Informal Conference of Chairmen and Honorary 
Secretaries of Regional Consultants and 
Specialists Committees, 11 a.m. 

8 Wed. Psychological Medicine Group, Annual Confer- 
ence, 2 p.m. 


21 Tues. Joint Committee of B.M.A. and Magistrates” 
Association, 11 a.m. 
21 Tues. Amending Acts Committee, 2 p.m. 


Branch and Division Meetings to be Held 


Barnet Division.—At Barnet General Hospital, Sunday, Febru- 
ary 12, 10 for 10.30 a.m., ward round conducted by Dr. G. Riddell 
Royston. 

BIRKENHEAD AND WIRRAL Division.—At Larch House, Clatter- 
—_ Hospital, Bebington, Friday, February 10, 7.45 for 8 p.m. 

ilms. 

BURTON-ON-TRENT Dtvision.—At Stanhope Arms, Bretby, 
Wednesday, February 8, 7.45 p.m., informal dinner, followed by 
B.M.A. Lecture by Mr. W. P. Cleland: “ Heart Surgery Team in 
Moscow.” 

CLEVELAND AND MIDDLESBROUGH Division.—At Hinton’s Café, 
Corporation Road, Middlesbrough, Thursday, February 9, 7 for 
7.30 p.m. supper; 8.30 p.m., Dr. C. J, L. Thurgar: ‘“* Modern 
Radiotherapy ” 

Coventry Division.—At Gulson Hospital, Sunday, 
February 5, 10.30 a.m., ward round. At Coventry an Warwick- 
shire Hospital, Tuesday. February 7, 8.30 p.m., Dr. E. 
Campbell: ‘“‘ The Maternity Bag in a City Practice.” 

Dorset Division.—At Casterbridge Lounge, King’s Arms 
Hotel, Dorchester, Friday, February 10, 8.30 p.m., Mr. D. J. 
Waterston: ‘‘ Surgery of the Newborn.” 

East Kent Division.—At Winter Gardens, Margate, Friday, 
February 10, 8.30 p.m., annual supper and ball. 

ENFIELD AND Potters Bar Diviston.—At St. Michael's Hos- 
pital, Chase Side Crescent, Friday, February 10, 8.30 pz pro- 
gramme of gramophone records presented by Dr. W. E. Clarke: 
“ Heart Sounds.” 

Gui_pForD Division.—At Board Room, Royal Surrey County 
Hospital, Thursday, February 9, 8.30 p.m., “ Brains Trust.” Dr. 
H. Bell, Dr. J. H. Cobb, Dr. R. B. McMillan, Dr. S. J. R. 
Macoun, and Dr. G. A. MeGregor. 

Diviston.—At Alexandra Hall, Halifax, Wednesday. 
February 8, 8 for 8.30 p.m., annual dinner dance, 

Harrow Division.—At Whittington Hotel, Cannon Lane, 
Pinner, Tuesday, February 7, 8.30 for 8.45 p.m., clinical meeting. 
Talk by Dr. W. A. H, Stevenson: ‘* Modern Drugs in Psychiatric 
amas Practice ’’; Mr. D. Hooper: “ Mental Health Act. 

959.” 


LAMBETH AND SOUTHWARK Division.—At Lambeth Hospital. 
Tuesday, February 7, 8 for 8.15 p.m., Mr. Philip Rhodes: 
“ Weight Gain in Pregnancy.” 

St, Pancras Division.—At Horse Shoe Hotel, Tottenham 
Court Road, London W., Wednesday, February 8, 7.30 for 
8 p.m., dinner meeting. 9 p.m., Dr. Francis Camps: “ Burden 
of Proof” (illustrated). Members of neighbouring Divisions 
and their ladies are invited 

SouTHPort Division.—At Assembly Rooms, Prince of Wales 
Hotel, Friday, February 10, 8.30 p.m., B.M.A. Lecture by. Mr. 
Leigh Taylor (B.M.A, Solicitor): ‘* Doctors at Law.” (6.45 for 
7.15 p.m., informal dinner in Palatine Room of Hotel), 

Stockport Division.—At the Guildhall, Stockport, Tuesday, 
February 7, 7.30 for 8 p.m., 5th annual dinner. Male guests are 
invited. 

StraTFoRD Diviston.—At East Ham Town Hall, Tuesday, 
February 7, 8.45 p.m., symposium on B.M.A. Subject of the 
Year: “Health Education.” Speakers will incluce Dr. J, E. 
Glancy, Dr. G. B. Taylor, and Mrs. M. R. Horne. 

West Sussex Dolphin and Chichester, 
Wednesday, Februa .30 p.m., general meeting. s: 
() ‘of Anticoagulant Therapy’; (2) Ocular 


nflammation ” ; (3) ‘‘ Dynamics of Phagocytosis.” 
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